factors, such as inability to afford general expenses or to take time off from work.
Needless to say, those experiencing FT had lower "general cancer specific QOL, and physical and functional well-being". In a multi variable model, age (younger) was the strongest predictor of FT, rather than tumor stage, comorbidity, education, or type of insurance.
The study clearly has several limitations, including being performed at a single institution, a referral center biased toward multidisciplinary and complex care. Indeed, half the cohort had muscle invading or more advanced bladder cancers, and those with NMI disease were usually patients who had BCG unresponsive cancers. This is hardly representative of all bladder cancer patients of whom the majority have low and intermediate risk NMI cancers. Additionally, the study had a small sample size and defined FT by the response to a single question, which clearly is open to interpretation and may be very time and circumstance dependent. Those limitations notwithstanding, validated instruments were used, participation was exceptionally high (96%), and except for age -median age 66 years old rather than 73-74 in the Surveillance, Epidemiology and End Results (SEER) registry, [4] the other demographics (primarily white, male, and the majority having limited education) were fairly representative of bladder cancer patients.
More importantly, the authors identified FT as a major issue for bladder cancer patients, which not only reduces their QOL, but also may negatively impact their disease outcome. They discuss approaches which clinicians and patients can follow to lessen this burden. The first is for physicians and patients to discuss treatment costs, which should fit into the discussion about treatment options. While all physicians outline potential complications, side effects, expected courses of treatments, alternative approaches, and follow-up schedules, they often do not discuss costs and related factors (e.g. will transportation need to be arranged?).
One of the huge barriers to doing this is not only that physicians are often unaware of many costs, but also that the proportion of those costs to be borne by patients, given insurance deductibles, co-payments and co-insurances, varies considerably from patient to patient. Indeed, in the North Carolina study, the inverse relationship of greater age and comorbidity status with FT was probably a reflection of almost all United States citizens age 65 and older having Medicare as a major insurance, and that they may have already spent down their insurance "deductibles" for their comorbid conditions (resulting in lower out of pocket expenses for bladder cancer). Furthermore, physicians are not educated in calculating costs, particularly for individual patients, and often feel uncomfortable in discussing this with patients or delegate specific details to others on their staff [5] .
Zafar and colleagues have suggested developing a framework to teach physicians how to calculate patient costs and effectively discuss them with patients. This has been done for other sensitive topics (like end-of-life care) [6] . However, they also recognize that many patients feel uncomfortable in bringing up financial problems concerning their personal health, particularly for cancer care. Moreover, patients often don't recognize their full responsibility in terms of medical costs [5] .
A second matter concerns the actual expenses of tests and treatments and how these greatly impact the costs for which their patients are responsible. Physicians may not know or think about the cost of an imaging study, laboratory test or medication, but we are the ones who order them. We not only can do a much better job adhering to guidelines, but also we must utilize evidence-based methods more rigorously to formulate them (e.g. how often should bladder cancer patients undergo upper track imaging? using what modalities?).
However, probably the lowest hanging fruit for containing the costs associated with bladder cancer and to reduce FT is developing better evidence-based methods for managing and treating low and intermediate risk NMI urothelial cancers and adhering to those guidelines. Indeed, intensity of treatment has been shown not to correlate with all-cause, and bladder cancer-specific mortality, when analyzed with the SEER-Medicare data set [7] . Of course, there are many problems in using large administrative databases to assess the influence of intensity of bladder cancer management and treatment on how individual patients fare, and there are many desirable oncologic and clinical outcomes that were not evaluated in this study. However, our management strategies warrant re-evaluation, scrutiny and discussion with patients, not only in terms of disease control and side effects -but also the financial burdens they create.
